To support this argument she has transformed our reading deficit measures to T scores. In our 1985 paper we chose to use (reading age minus chronological age) as our measure of reading deficit rather than reading T scores, because the latter have several drawbacks. First, calculation of a child's T score depends on the assumption that reading ability is normally distributed around the mean for a particular chronological age. But this is probably not true of the reading of dyslexic children.7 Second, we felt that the T score is a very insensitive measure of reading ability. Children over the age of 9 are grouped in sixmonthly bands which has the unfortunate effect of equating the scores of children of similar reading ability whose ages are six months apart. Moreover the T score range has a floor value of only -2 SDs from the mean, whereas the region of interest when considering dyslexics lies lower than this. Nevertheless, Dr Bishop transformed our measurement of reading deficit into T scores. So we do not find it surprising that using this blunt instrument she missed the real reading progress which some children make after developing stable vergence control.
In our 1985 paper2 we confirmed the clear relationship which many people have shown to exist between IQ, initial reading age, and reading progress. The effect of Dr Bishop's choosing to analyse reading T score changes has been to highlight this strong relationship and to bury the improvement which those who achieved good vergence control experienced. Using our more sensitive reading deficit score we were able to show by means of matched pairs and multiple regression analyses that the reading improvement of children whose vergence control became stable was highly significant, and independently of their initial reading age or their performance IQ. Thus, contrary to Dr Bishop's assertion, there is strong evidence that monocular occlusion not only improves the binocular control of many dyslexic children but also helps them to learn to read.
In conclusion we have shown that Dr Bishop was probably mistaken in her 1979 conclusion that children with poor vergence control were of low intelligence and that this was the cause of both their unstable Dunlop test responses and their poor reading. The weight of more recent evidence shows that poor binocular control can lead to poor reading in children of both high and low intelligence, because such children are unable to localise small visual targets, such as letters, accurately. We have presented strong evidence that monocular occlusion can help many of these children to develop good vergence control, and that this is often followed by rapid reading improvement. We will shortly publish further results confirming that assisting children to develop good binocular control often helps them to learn to read.
But poor visuomotor control is not the only problem suffered by dyslexic children; many have phonemic segmentation difficulties in addition Hence identifying the visuomotor component of their reading problems will remain difficult, and arguments about its significance will continue. But I believe there is now little doubt that many children with reading problems do have binocular control abnormalities. These can be demonstrated objectively by means of eye movement recordings The onus continues to lie with us, of course, to prove that they are a cause of dyslexic children's problems, and that improving binocular control helps such subjects to improve their reading. 
